@@bﬂﬁ@ﬂ&@@wa'bQGGGQQKQGW
t?&»»swzn%wa}ﬂbupb%avw«.ﬁ
-:s‘;wme»'o%ﬁwpese»&e-»m&w:sa:a» YRR
PR e A e R
PR
P

ﬁ&ﬂ*‘@‘?’.f‘%mé&&v%ﬁﬁ ®
A R
o

@ &
é‘féevwvﬁaam@wmacwv:v-;e
'amﬁamaw.‘aéax;»%huaewa«&

March 2, 2009

The Honorable Jonathan Harris
Co-Chair, Committee on public Health
Legisiative Office Building, ROOM 3000
Hartford, CT 06106-1591

The Honorable Elizabeth Ritter
Co-Chair, Committee on public Health
Legisiative Office Building, Room 3004
Hartford, CT 06106-1591

SUBJECT: Testimony in Opposition to SB 1046

Chairmen Hatris and Ritter,

IMS Health is an international health information company with its headquarters in Norwalk,
Connecticut. We ermploy approximately 100 people in OU¥ Connecticut headquarters and
more than 7,000 woridwide. We are here today o testify in opposition to SB 1046, An Act
Concerning Restricted Access o Prescription Drug Information. IMS Health would
respectfully request that the Committee On public Health release 58 1046 with an
unfavorabie report. SB 1046 is unnecessary and would hurt patients, patient care, and
would negatively impact the implementation of new health care initiatives.

IMS Health provides services to a diverse range of heaithcare stakeholders in the public and
private sectors in over 100 countries around the world. Our primary interest is preserving
and continually enhancing the criticat data assets and the flow of anonymous data that our
nation will need to face the serious healthcare challenges ahead, and to inform efforts to
improve quality and longevity for our population at an affordable price. We support efforts
to protect the privacy of personal health information for patients and applaud your efforts
to do so. Our own policies and practices to protect patient privacy include muitiple
encryption technigues and many overlapping safeguards so that the data we provide to
assist healthcare stakeholders in nO Way aliow identification of individual patients.

IMS understands the need to manage healthcare costs. Collectively, our quatlity of life
depends upon it. We apptaud efforts to manage utilization and to increase the appropriate
use of generics, which now represents over 70% of all prescription products dispensed in
this country. Many healthcare reform initiatives are being studied now, and thereis a
complex set of alternatives and possible solutions under consideration at the state and
federal levels such as: HIT, universal healthcare, pay for performance, chronic care
management and personal accountability. It is our hope that IMS Health data assets will
enable these important efforts and protect patients by optimizing their care with evidence-
based information. in the context of the overall healthcare debate, it is clear to Us that
accurate and timely health care data and information will be absolutely necessary to enabie

IMS HEALTH
901 Main Avenue, Suite 612 Tel: (203) 845-5319
Norwaik, CV 06851 Fax: {203) g45-5312

UsA www.rfrankei@us.imsheaith.com






these initiatives to succeed. Otherwise, it couid be compared to performing surgery while
nlindfolded.

It is also of great importance to us that the principles that will guide healthcare reform
going forward are protected and preserved today. That 18 why IMS is against data
restriction laws, such as SB 1046, which impede the free flow of important information that
does not compromise the privacy of individual patients. These legislative proposats
undermine the principle of transparency, which is an underlying tenet in healthcare reform.
Health care experts; agencies and thought-leaders of political parties as well as AARP,

SEIU, and a host of consumer advocacy organization have repeatedly ctated the importance
of maintaining rransparency.

Legislative efforts to restrict data to specific stakeholders in the healthcare system have
been justified by proponents by a shifting et of rationales, with little if any substance in
facts, Initially, they were framed by their proponents in the context of patient and physician
privacy to garner support and raise the level of fear around this issue when, in fact, no such
risk exists. Today, W€ hear very little ahout privacy as a hagis for data restriction
legislation. perhaps this is @ result of the fact that two Federal Judges examined the matter
and decided there is no inherent privacy issue, supporting our contention that there was
intentional exaggeration by some of the proponents of these bills in the first place. '

When these privacy arguments falled, it was suggested that these laws would reduce costs.
This is a popular theme, but to date no information has been provided by proponents of
these laws 0 support such a conclusion; and there is significant information to the contrary
that suggests marketplace practices already exist to manage costs, without the need for
data restrictions that may compromise patient care:

. New Hampshire restricted these data for approximate!y g months in 2006-2007;
with no reported impact on costs. If the availability of these data drives COStS, how
does one account for that?

. In Vermont, witnesses for the state indicated that the measurement of any impact
frorn a data restriction law would take years. This would only be the case if these
data have only @ minimal (if any) impact on costs, requiring sufficient time and
numbers to measure? :

. The dispensing of new brand medications (products with a market presence of 3or
less years) has declined from 5.7% of total prescriptions dispensed in 2003 to only
1.3% in 2008, A the same time, generic medication grew to represent
approximately 70% of dispensed prescriptions in 2008, How would that lead one to
conclude that these data were causing physicians to prescribe brand medications
inappropriate!y?

. From 1999 to 2007, the use of prescr'sber—ievei data by pharmaceuticaf' research
company representatives increased by nearly 56% while the annual rate of
prescription drug spend growth plummeted from over 15% to onty 1.6%. In 2008,
there was @ negative growth rate recorded for drug spend.

. Of particular importance, managed prescription programs are much more influential
in determining what is dispensed. Based on clinical and cost considerations; using
active formulary management, patient education, tiered co-pays, and offering
patients lower-cost equivalents (generic or brand) when appropriate, managed



prescription Programs continye to lower Costs, And they have done so in Spite of
price increaseg and a 319 increase in the averai] number of prescriptions dispensed
from 2003 to 2008,

* Managed prescription Programs are wel| established and effective in Managing
utilization and costs, Today, gdeneric prescribing uptake and share have achieved a
national average of 70% of dispensed Prescriptions. Once again, how wouyld one
conclude that Payers in the public or Private sectors were being over-run by
rampant or irrational prescribing practices?

*  This law affects all products regardless of patieni benefit. Life~saving medications

Passage of this biy],
* Date restriction wouid undermining application tg Support rigk Mmanagement
programs, withoyt which important medicines may not reach patients,

Proponents of these laws say the medica| marketplace will disseminate alj the information
required for patient care when in fact studies Published in the New England Journat of
Medicine showed that Patients are not Foutinely treateq according to best practices,
Further, the Institute of Medicine indicated that dissemination of proven practices
throughout the healthcare System can take as long as 17 years, even with thege data
available!

In light of these problems ang needs, IMS suggests that You are now considering
legisiation that would remove one of the tools that supports timely dissemination
of prodyct information, quality improvement and continuoys education,

needle in a ha ystack),

Finally, we object to the idea that government should decige who has access to and use of
information, Government deciding to block the flow of information because jt wants to
control behavior fepresents 5 Very dangeroug precedent, Moreover, this type of H-advised
blockade of information has been, just in the last few days, Considered and rejected in both
Colorado ang Montana,




IMS believes that Senate Bill #1046,

In conclusion;,
u to vote against its passage.

patients. We urge yo

respectfully submitted,

Randoiph Frankel
Vice President, IMS Health

if enacted, will ultimately hurt
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\" I SPECIAL ARTICLE

The Quality of Health Care Delivered to Adults
in the United States
Elizabeth A. McGlynn, ph.D., Steven M. Asch, M.D., M.P.H,, John Adams, Ph.D.,

Joan Keesey, B.A., jennifer Hicks, M.P.H., Ph.D,, Alison DeCristofaro, MM
and Eve A. Kerr, M.D., M.PH.

ABSTRACT

BACKGROUND
We have little systernatic information about the extent 0 which standard processes in- From RAND, Santa Monica, Calif. (EAM.,

volved in health care —a key element of quality — are delivered in the United States. S.MA, LA, S SH A.D.}; the Veterans
Affairs (VA} Greater Los Angeles Health

Care System, Los Angeles (5.M.A); the De-
1 METHQDS partment of Medicine, University of Califor-
w We telephoned a random sample of adults living in 12 metropolitan areas in the United 12 LosAngeles Los Angeles (5.M.A); the
S dask dth b I d health . Weal swed wri VA Center for Practice Management and

tates and asked them a gut selected health care experiences. We ais0 received WIItER  Outcomes Research, VA Anr Arbor Health
consent to copy their medical records for the most recent two-year period and used this  Care System, Ann Arbor Mich. (E-A-K);and
information to evaluate performance on 439 indicators of quality of care for 30acuteand the Deparment of Medicine, University of
hroni diti I f We th 4 Michigan, Ann Arbor (E.AK). Address re-
chronic conditions as well as preventive care. We then constructed aggregate SCOTES.  print requests to Dt McGlynn at RAND,

1700 Main St., P.O. Box 2138, Santa Mon-
ica, CA 90407, or at beth_meghnn@

RESULTS dor
rand.org.

Participants received 54.9 percent (95 percent confidence interval, 54.3 to 55.5) of rec-
ommended care, We found little difference among the proportion of: recommended pre- N Engl) Med 2003;348:2635-45.
ventive care provided (54.9 percent), the proportion of recommended acute care pro- Copyright © 2003 Massochusets Medicel Socet
vided (53.5 percent), and the proportion of recommended care provided for chronic

conditions (56.1 percent). Among different medical functions, adherence to the process-

es involved in care ranged from 52.2 percent for screening to 58.5 percent for follow-up

care. Quality varied substantially according to the particular medical condition, ranging

from 78.7 percent of recommended care (95 percent confidence interval, 73.3t0 g4. ) for

senile cataract to 10,5 percent of recommended care (95 percent confidence interval, 6.8

to 14.6) for alcohol dependence.

CONCLUSIONS :

The deficits we have identified in adherence to recommended processes for basic care
pose serious threats t0 the health of the American public. Strategies to reduce these def-
icits in care are warranted.

N ENGL J MED 34826 WWW.NE}M.ORG JUNE 26, 2003 2635

Downloaded from www.neim.org on February 22, 2008 | For personal use only, No other uses without permission.
Copyright © 2003 Massachusetts Medical Souiety. All rights reserved.
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HE DEGREE TO WHICH HEALTH CARE  struchura] characteristics in each market (e.g., the
in the United States is consistent with ba- penetration of Managed care) affect patterns of ac-
sicquality standards Is largely unknown 1.2 ess 10 and utilization of health care services, Be-

Althongh previous studies have documented serious tween October 1998 and August 2000, we recontact-

ed to specific Segments of the pop ulation, such z¢ orallyagreed to Provide access to their medica] rec.
Medicare beneficiariesiz-1s or enrollees in may- ords were sent written consent forms to sign and
aged-care plansi8; haye focused on 2 limited set of return to RAND, Photocopies of the medical records
topics, such as preventive care, 17 diabetes, 18 or by, of participants providing written consent were sent
man immunodeﬁciency Virus1s; or haye assessed to RAND for central abstracting.
health outcomes without a link to specific procegses
involved in caye 20 As a result, we haye Nocompre- response RATES
hensive view of the level of quality of care gvento Because of the compley, multistage nature of the
the average Person in the United States. This infor. study design, severa] calenlations of the response
mation gap contributes tp g persistent belief thar rate are provided. Among the 20,028 adults in the
quality is not a serioys national problem 1 initial sample, 2091 (10 percent) were deemed jn-
In this article, we report results from the Com. eligible, brimarily because they had left the area.
munity Quality Index (CQI) study, a collateral study Among the 17,937 eligible adults, 13,275 (74 per-
ofthe Community Tracking Study (CTS),21 The CIS, ceny participated in the telephone interview regard-
conducted by the Center for Studying Health System  ing their health history, including 863 {7 percent)
Change (CSHSC), monitors changes in health care  who had had no visjes toa health care provider dur-
markets in the Unjted States., The CTS obtains self. ing the previous two years. Among the 12,412 par.
reported information from a random sample of the ticipants who had had visits, 10,404 (84 percent)
U.S. population on their insurance coverage, pat- agreed orally to provide access to their medica] rec-
terns of utilization ofhealth care services, and heajth ords. We obtained written consent from 7528 (61
status. The CSHSC has Teported on trends in heglth Percent of those with visits g 2 provider). Partici-
care costs, 22 factorg affecting the chojee ofemploy- pants reported having seen between 1 and 17 pro-
er-sponsored or public insurance,2s apqg changes viders {(mean, 2,6) during the study period, We ob-

— one critical dimension of quality -— are deliv-  ord for 1547 of these participants (23 percent}, Sen-
ered 1o z tepresentative sample of the U.S. popula- sitivity analyses revealed few differences in resuits
tion for a broad Spectrum of conditions, related to the completene

RECRUITMENT oF PARTICIPANTS
In 12metropoﬁtanareas (Boston;CIeveIand; Green- peveLopm ENT OF INDICATORS oF QUALITY

ville, 8.C.; Indianapolis; Lansing, Mich.; Little Rock, The indicators of quality used i the study were de-
Ark.; Miami; Newark, NJ.; Orange County, Calif ; rived from RANIDys Quality Assessment Tools sys-
Phoeniy, Ariz.; Seattle; and Syracuse, NY), using tem.2s RAND staff members selected acute and
random-digit-dial telephone surveys, the CTS delib.- clironic conditions that represented the leading
erately recruited enough participants to assesshow  causes of illness, death, and utilization of health

636 N ENGL | MED 348;26 WWW.NEIM.ORG JUNE 26, 2003

Downiloaded from www.nejm.org on Februéry 22,2008 . For bersonal use only. No other uses without parmission,
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THE QUALITY OF HEALTH CARE DELIVERED TO ADULTS IN THE UNITED §TATES

care in each age group, as well as preventive care re-
" lated to these causes. For each condition, staff phy-
sicians reviewed established national guidelines and
the medical literature and proposed indicators of
quality for all phases of care or medical functions
(screening, diagnosis, treatment, and follow-up).
We developed indicators to assess potential prob-
Jerns with the overuse and underuse of key process-
es. We primarily chose measures of processes as in-
dicators, because they represent the activities that
clinicians control most directly, because they do not
generally require risk adjustment beyond the spec-
ification of eligibility, and because they are consis-
tent with the structure of national guidelines.>?¢

Four nine-membet, multispecialty expert panels
were convened to assess the validity of the indicators
proposed by the staff, using the RAND-UCLA mod-
ified Delphi method.? The members of the panels,
nominated by the appropriate specialty societies,
were diverse with respect to geography, practice set-
ting, and sex. Indicators were rated on a 9-point
scale (with 1 denoting not valid and 9 very valid).
Only indicators with a median validity score of 7 or
higher were included in the Quality Assessment
Tools system. This method of selecting indicators
is reliable?® and has been shown to have content,
construct, and predictive validity in other applica-
~ tions, 2932

The criteria for the selection of conditions, re-
views of the literature, the process followed by the
panels, and the final indicators have been published
elsewhere,33-36 (Further information on all the qual-
ity indicators used in this study is available at httpsf/
www.rand.org/health/meglynn_appa.pdfor from
the National Auxiliary Publications Service.*) Table
1 provides a brief description and classifications for
a sample of the indicators we used. The classifica-
tions enabled us to examine quality from the per-
spective of what is being done {type of care), why it
is being done (function), how it is being delivered
{mode), and the nature of the quality problem (un-
deruse or overuse). Results are based on 439 indi-
cators for 30 conditions and preventive care.

HEALTH HISTORY INTERVIEW

We obtained selective information directly from re-
spondents to augment information in their medical
records. The health history took an average of 13
minutes to complete. The data obtained in this in-

*See NAPS document no. 5610 for 50 pages of suppiementary
rmaterial. To order, contact NAPS, ¢fo Microfiche Publications, 248
Hempstead Tpke., West Hempstead, NY 11552

terviewwere used to refine the analysis of a respond-
ent’s eligibility for inclusion in the analysis or to
augment the scoring for 22 of the 439 indicators.
For example, we used reports of symptoms from
participants with asthma to classify those with mod-
erate-to-severe disease. We augmented scores for
influenza or pneumococcal immunizations and
screening for cancer on the basis of self-reports.

ABSTRACTING OF CHARTS

We developed computer-assisted abstraction soft-
ware on a Visual Basic platform (version 6.0, M-
crosoft). The software allowed the manual abstrac-
tion of charts to be tailored to the specific record
being reviewed and provided interactive checks of
the quality of the data {for consistency and range),
calculations (e.g., the determination of the presence
ofhigh blood pressure), and classifications (e.g., the
determination of drug class) during abstraction.

Data for the study were abstracted by 20 trained
registered nurses who had successfully abstracted
a complex standard chart aftera two-week training
program. Charts were abstracted separately for
each health care provider of each participant (i.e.,
at the dyad level). The average time required to ab«
stract a chart for a participant—provider dyad was
50 minutes.

To assess interrater reliability, we re-abstracted
charts from a randomly selected 4 percent sample
of participants. Average reliability, with the use of
the kappa statistic, ranged from substantal to al-
most perfect3” at three levels: the presence or ab-
sence of a given condition (x=0.83), the partici-
pant’s eligibility for the process represented by a
given indicator (x=0.76), and scoring ofa given in-
dicator (k=0.80).

STATISTICAL ANALYSIS

We specified the combination of variables necessary
to determine whether each participant was or was
not eligible for the process specified by each indi-
cator and whether each participant did or did not
receive each process or some proportion of it. Bach
indicatorwas scored at one of three levels —that of
the individual participant, that of the participant-
provider dyad, or that of the episode — depend-
ing on the nature of the process being evaluated,
The level at which an indicator was scored affected
the number of times a participant was eligible for
the specified process; the resuling number served
as the denominator in the calculation of the aggre-
gate score. For participant-level indicators, we gave

N ENGL } MED 348;256 WWW.NEJM.ORG  JUNE 26, 2003
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Condition} Description of Selected Indicator Classification for Aggregate Scores

Problem
Type of Care  Function Mode with Quality

Alcohol dependence (5 indicators)

]ndlcator2

For chironic  Treatment Encounterorother
condition intervention

Indicator 4

Asthma (25 indicators)

dicator

Indicator 6 Inhaled corticosteroids for patients  Forchronic  Treatment Medication Underuse
receiving long-term systemic cor- condition

tieosteroid therapy

Breast cancer {9 indicaters)

indicator 5

Choice of surgical treatments for Forchronic  Treatment Surgery Underuse
stage { or I cancer condition

Cerebrovascular disease {10 indicators)

Indicator § Carotid imaging for patients with Forchronic  Diagnosis Laboratory testing  Underuse
. symptomatic cardiovaseutar dis- condition or radiography
ease or transient ischemic attack

Colorectal cancer (12 indicators)

indicator 7 Appropriate surgical treatment Forchronic  Treatment Surgery Underuse

condition
Congestive heart failure (36 indicators}

“Indicator 1.

ACE inhibitors for patients with con-  For chronic Treatment Medication Underuse
gestive heart failure and an ejec- condition
tion fraction <40%

indicator 32

Coronary artery disease (37 indicators)

Indicaior

Indicator 11

Avoidance of nifedipine for patients ~ For chronic  Treatment Medication Overuse
with an acute myocardial infarction condition

Diabates (13 indicators)

Indicator 12

ACE irhibitors for patients with Forchronic  Treatment Madication Underuse
proteinuria condition
2638 N ENGL | MED 348;26 WWW.NEJM.ORG  JUNE 286, 2003
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Acute Jow back pain (6 indicators}

THE QUALITY OF HEALTH CARE DELIVERED TO ADULTS IN THE UNITED STATES

Condition Description of Selected Indicator Classification for Aggregate Scores

Problem
Typeof Care  Function Mode with Quatity

Headache (21 indicators)

CTor MRI for patients wuth 'h‘é'v;'-'dn.éet ! :Acuyé
i headache ant abnormal heuro-

Indicator 15 Use of appropriate firstdine agents  Acute Treatment Medication Qveruse
for patients with acute migraine

Hip fracture (9 indicators)

actic aniiblotics given:
i iF surgery:

indicator 7 Prophylactic antithrombotic drugs Acute Treatment Medication Underuse
given on admission for patients
with hip fracture

Hypertension {27 indicators)

Indicator 16 Lifestyle modification for patients Forchromic  Treatment Counselingor Underuse
with mild hypertension condition education

Indicator 27 Change in treatment when biood pres- For chronic Folf

Underuse
sure is persistently unconsroled condition

Indicator &

Acute Overuse

Preventive care (38 indicators)

Indicator ! Y ﬂ.de.f:@gf?'_i.

indicator 2 preventive  Screening Laboratory testing Underuse
or radiography

ing Underuse

Underuse

of age

aboratory tgst!_rzg"
orradiography

Preventive  Screening Laboratory testing Urderuse
ot radiography

Indic moking statuss docurm Underuse
indicator 31 Annuat advice for smokers to quit Preventive  Treatment Counseling o Underuse
smoking education
N ENGL | MED 348,26 WWW.NEJM.ORG JUNE 26, 2003 2639
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Condition

iideaiars

Indicator 24

Sexually transmitted diseases
(26 indicators)

HIV screening in patients with sexya).
ly transmitted diseases

Problem
Typeof Care  Function Made with Quality
aboratory testing.
‘or radiography

Acute

Screening Laboratory testing  Underuse
or radiography

* ACE denotes angiotensin-converting enzyme, CT computed tomography,

HIV human immunodeficiency virys,

T The number of indicators given in

indicators listed below each condition are examples,

MRI magretic resonance imaging,

LDLlow-densityiipoproteirz. and

parentheses after each condition is the total number of indicators of quality of care for that condition; the

2640
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the participanta score of “pass” ifatieast one of his
or her health care providers had delivered the indj-
cated care (e, g., influenza vaccination). For indjca-
tors scored at the level of the participant—provider
dyad (e.g., smoking status noted in the chart), we
scored every dyad separately, so the number of times
the participantwas counted in the denominator de-
pended on the number of providers who saw the
participant and could have performed the specified
process. For indicators scored at the episode Jevel
(e.g., follow-up after hospitalization for an exacer-
bation of asthma), we scored every event rendering
the participant eligible for the specified process and
involving any of the participant’s providers, so the
number of eligibility events depended on the num-
ber of episodes that ocearred.

In order to produce aggregate scores, we divided
all instances in which recommended care wag de-
livered by the number of times participants were el-
igible for indicators in the category. For example,
Table 1 presents information about seven of the in-
dicators for acute care; the number of times partic-
ipants were eligible for these indicators would con-
stitute the denominator for the acute care score. The
resuits are presented as proportions, theoretically
ranging invalue from 0 to0 100 percent. We used the
bootstrap method to estimare standard errors di-
rectly for all the aggregate scores, 58

Because everyone in the initial sample for the
CQI study had participated in the CT8, we had arich
setofvariables for assessing nonresponse. We ysed
logistie-regression analysis to estimate the relations
between individual characteristics (age, sex, race,
educational level, income, self-reported level ofuse
of physicians and hospitals, insurance status, and

health status) and participation in the study. In gen-
eral, participants tended to be older than nonpar-
ticipants (P<0.001) and were more likely than
nonparticipants to be female (P<0.001) and white
(P<0.001), with higher levels of education (P<0.001)
and income (P<0.001). They were also more likely
to have used health care services {(P<0.001) and to be
in other than excellent health (P=0.03). We used the
coefficients from the regression equation to adjust
the scores for nonresponse, and we weighted the
data for the Participants to be representative of the
population from which they were drawn.

- RESULTS " "

CHARACTERISTICS OF THE PARTICIPANTS

Table 2 summarizes the characteristics of the par-
ticipants; these characteristics differ from popula-
tion averages but paraile] the profile of persons re-
ceiving medical care. For example, the average age
of patients in the Nationa] Ambulatory Medical Care
Survey3® is 44.7 years, Women have higher rates of
visits than men (319.9 vs, 234.9 visits per 100 per-
Sons per year), and whites haye higher rates ofvisits
than blacks (293.2 vs, 210.7 visits per 100 persons
per year).?9 Participants were well educated. Forty-
three percent had one or more of the chronic con-
ditions we assessed, and 34 percent had one or more
of the acute conditions, Preventive care was assessed
for all participants; in addition, participants’ care
Wwas assessed for 1.5 chronic or acute conditions,
on average, for atotal of 2.5 (range, 1to 13), Partici-
pants were included in the overa]] denominator an
average of 16 times {range, 2 to 304).

N ENGL ) MED 548:26 WWW.NEJM.ORG JunE 26, 2003
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THEE QUALLTY OF HEALTH CARE DELIVERED TO ADULTS IN THE UNITED STATES

ANALYSIS OF CARE DELIVERED

Tzbles 3, 4, and 5 show the pumber of indicators
included in the aggregate score, the number of per-
sons eligible for one Or moOre ProcEsses within the
category, the number of times participants in the
sample were eligible for indicators, and the weight-
ed mean proportion (and 95 percent confidence
interval) of recommended processes thatwere de-
livered.

Overall, participants received 54.9 percent ofrec-
ommended care (95 percent confidence interval,
54.3 to 55.5) (Tzble 3). This Jevel of performance
was similar in the areas of preventive care, acute
care, and care for chronic conditions. The level of
performance according to the particutar medical
function ranged from 52,2 percent (95 percent con-
fidence interval, 51,3 to 53.2) for screening to 58.5
percent (95 percent confidence interval, 56.6 to
60.4) for follow-up care.

«Mode” refers to the mechanism of care delivery
required for the provision of the indicated process.
Analysis of performance in texms of mode may iden-
tify areas in which system-wide interventions could
offer solutions to problems of quality, such as im-
proved methods for ordering, processing, and com-
rnupicating laboratory results. We found greater
variation among modes than among functions in
adherence to the processes we studied {Table 4).
Care requiring an encounter or other intervention
(e.g., the annual visit recornmended for patients
with hypertension) had the highest rates of adher-
ence {73.4 percent [95 percent confidence interval,
1.5 to 75.3]), and processes involving counseling
or education (e.g., advising smokers with chronic
obstructive pulmonary disease to quit smoking) had
the lowest rates of adherence (18.3 percent [95 per-
cent confidence interval, 16.7 0 20.0). All pairwise
differences were statistically significantat P<0.001
except those between the prescribing of medication
and care requiring an encounter or other inter-
vention (P=0.02), physical examination and im-
munization (P=0.001), surgery and immunization
(P=0.004), and surgery and physical examination
(P=0.05). The difference between surgery and lab-
pratory testing or radiography was not significant
{P=0.39).

PROBLEMS WITH QUALITY OF CARE

We also classified indicators according to the prob-
lem with quality that was deemed most likely to oc-
cur, and we found greater problems with underuse
{46.3 percent of participants did not receive recom-

‘21 Chronicc _"Etigrzﬁ;'(‘%)‘; :
=1 Acute conditions (%)
N s.and preventive ca}é-fo

pants were eligibie:

No. of times participants eligible for
indicatorst

Mean 15.8+0.17

Rarge 2-304

# Plus—minus values are means or percentages +SE.

4 The number of times a participant is eligible for an indi-
cator is a function of the level at which the indicator is
scored {participant, participant—provider dyad, or epi-
sode), the rumber of participants eligible for the speci-
fied process, and the number of indicators in the aggre-
gate-score categony.

mended care [95 percent confidence interval, 45.8
to 46.87) than with overuse (11.3 percent of partic-
ipants received care thatwas not recommended and
was potentially harmful [95 percent confidence in-
terval, 10.2 0 12.47).

VARIATIONS IN QUALITY

Table 5 shows substantial variability in the quality-
of-care scores for the 25 conditions for which at
Jeast 100 persons were eligible for analysis. Persons
with senile cataracts received 78.7 percent of the rec-
ommended care (95 percent confidence interval,
73.3 to 84.2); persons with alcohol dependence re-
ceived 10.5 percent of the recommended care (95
percentconfidence interval, 6.8 to 14.6). The aggre-
gate scores for individual conditions were generally
not sensitive to the presence or absence of any single
indicator of quality.

DISCUSSION -

Overall, participants received about half of the rec-
ommended processes involved in care. These defi-
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Variable

Type of care

Overailcare e

Totai No. of
No.of  Times indicator
No.of  Participants Eligibifity
Indicators  Eiigible Was Met

15,815

Follow-up 47 2413 6,465

s s

cits in care have important implications for the
health of the American public. Forexample, only 24
@ percent of participants in our study who had diabe-
Percentageof | tes received three or more glycosylated hemoglobin
Recommended | tegsts over 2 two-year perind. This finding parallels
Care Received the finding by Saaddine and colleagues that 29 per-
{95% Ciy= o o i
oo centofadults with diabetes who participated in the
: | nationally representative Behavioral Risk Factor
Surveillance System reported having their blood
sugar tested during the previous year.®® This routine
monitoring is essential to the assessment of the efs
fectiveness of treatment, to ensuring appropriate re-
Sponsesto poor glycemic control, and to the identi-
fication of complications of the disease at an early
stage so that serious consequences may be prevent-
ed. In the United Kingdom Prospective Diabetes
Study, tight blood glucose control and biannual
-58.4) 1 monitoring decreased the risk of microvascular
"1 complications by 25 percent.40
Inour study, persons with hypertension received

58.5 (56.6-60.4)

* Cl denotes confidence interval,

64.7 percent of the recommended care (95 percent
confidence interval, 62.6 to 66, 7). We have previous-

ly demonstrated a link between blood-pressure con-
trol and adherence to process-related measureg of
quality of care for hypertension. 41 Persons whose

ination

education

Unization” .

Physical exam- 67

Laboratary testing
or radiography

Counseling or

Total No., of

No.of  Times indicator
No.of Paricipants Eligibifity
indicators  Eligible Was Met

19,428

3,806

blood pressure is persistently above normal are at
. increased risk for heart disease, stroke, and death,42
Percentageof | pgop blood-pressure control contributes to more
Eﬁi’g;ﬂcﬁ?‘f‘;ﬂ than 68,000 preventable deaths annually.43
(95% ciy* Overall, 68.0 percent (95 percent confidence in-
; o] terval, 64.2 to 71.8) of the recommended care for
coronary artery disease was received, but only 45
percent of persons presenting with a myocardial jn-
farction received beta-blockers, which reduce the
risk of death by 13 percent during the first week of
treatment and by 23 percent over the long term.+
Only 61 percent of participants with a myocardial
infaretion who were appropriate candidates for ag-
pirin therapy received aspirin, which has beep
shown in randomized trials to reduce the risk of
death from vascular causes by 15 percent, to reduce
the risk of nonfatal myocardial infarction by 30 per-
cent, and to reduce the risk of nonfata stroke by 40
percent.4s

R

* Cl denotes co

nfidence interval. Al pairwise differences were statistically sig-

Deficits in processes involved in primary and

rificant at P<0.001 except those between medication and encounter or other secondary preventve care are also aSSGC""}“_-’d with
i P=0.02}, physical examination and Immunization (P=0.001), preventable deaths. Among elderly participants,

surgery and immunization (P=0.004), and surgery and physical examination only 64 percent had received or been offered 2 pheu-

(P=0.05). The

difference between surgery and laboratory testing o rad iography

was not significant (P=0.39),

mococcal vaceine; nearly 10,000 deaths from pney-
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vaccinations.s® About 38 percent of participants had
been screened for colorectal cancer; annual fecal
about 9600 deaths

oceult-blood tests could prevent
annually.*®

Nonresponse biasisa potential Jimitation of the
study. Because the sample we analyzed included 37
adults, the results are likely
direction of that bias is not
because our participants were
system than were
cipate in the study,
be biased toward an underestima-

percent of the eligible
to be biased, but the

clear. For example,
more likely to use the health care
eligible persons who did not parti
our results may

tion of deficits in quality related to undertse.

The study relied primarily on the review of med-
which may lead
have identified problems
with documentation rather than quality. This issue
has been examined in studies that compared proc-
ess-based quality scores using standardized pa-
medical rec-
compared standardized
with audiotapes of encounters.*” Overall,
the process sCOres amoang the four conditions stud-
lowet with the use of
medical records than with the use of vignettes and
with the use of medical
the use of standardized patients.
About two thirds of the disagreement between data

jeal records to score indicators,
some to conclude thatwe

tients, vignettes, and abstraction of
ords® and studies that
patients

ied were 5 percentage points

10 percentage points lower
records than with

from standardized patients and data from audio

tapes was attributable to reports by standardized
processes that were

they received care
audiotape. A related study re
rate of 6.4 percent in medi

patients that
not confirmed by
ported a false positive

cal-record documientation, with the highest false
positive rates found for physical examinationand el
process.*® Thus, OUx sCOIes
might have been as much as 10 percentage poistts
higher ifwe had used a differentmethod of obtait-
ing data. We used the interview about the partici-
pant’s health history to partially offset this effect.
only 15
in any chart indicating thatan in-
had been received, but 85 per-
cent reported having received one. In general, the

ements of the diagnostic

For example, among elderly participants,
percent had anote

fluenza vaccination

inclusion of self-reported data improved scores.
Our results indicate that, on average,

processes. Although

Americans
receive about half of recommended medical care
this point estimate of the size
ofthe quality problem may continue to be debated,

ERED TO ADULTS I THE UNITED STATES

Indicators

Hyperiension

el

10

Cerebrovascutar
disease

14

Hyperlipidemia
- melltus

Community-acquired
pneumonia

Dyspepsta and peptic
ulcer disease

Hip fracture
Alcoho

Total No.

of Times Percentage of

No.of  Indicator Recommended

Mo, of Participants Eligibility Care Received
Eligible  Was Met

(95% €1

75.7 (69.9-81.4)
T50(89.5-76.6)

770

572508,
57.3 (53.9-60.7}

7 (37344

144 291 39,0 (32.1~45.8)

278 987 327 (26.4-39.1)

247 (084-309)

167 228 (6.2-39.5)

* Condition-specific scores
cancer and its palliation,
tomy, prostate cancer, and
were eiigible

the gap between what we know works and what is
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management of symptoms
cesarean section,
for analysis of these categories. a

of menopause, hysterec-
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- actually done jg substantial enough to warrant ap.
tention. These deficits, which POse serious thregts
to the health and well-being of the U,

What can we do to break throy gh this impasse?
Given the complexity and diversity of the health
care system, there will be ng simple solution. A key
component of. any solution, however, is the routine
availability of information on performance at al] Jey-
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The Quality of Children’s Health Care Matters

Time to Pay Attention
James M, Perrin, M.D., and Charles J. Homer, M.D., M.p.H.

High-quality health Care matters for g children
~—and is critically important for some. In many
ways, health care for children serves the same

ically involve developmenty] surveillance; the
Identification of sensory, Iearning, and behavior.
al disorders; and monitoring for family violence

and child abuyse, Optimally, such programs pro-
vide evidence-informed counseling that promotes

traditional health care services —— with effects
that last for the regt of'a child’s Jife,

The article by Mangione-Smith er al.* in this
issue of the Journal, although addressing tradition-
al health care services and ambulatory care only,
nonetheless presents sobering findings. The au-
thors examined hundreds of indicators of quality,
developed according to complex but well-egtap.
lished methods from RAND and UCLA, empha-
sizing the most COMMOnN reasopns for which

Their observationg are shocking: the right ser-
vices appear to he carried out less thap half the
time. Services are not delivered when they should
be, or they are delivered when they should not
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be. In general, the same dismal story was appar-
ent in all aspects of pediatric ambulatory care
examined.

But can we be confident that these results ac-
curately reflect the quality of services currently
delivered to children? The research has limita-
tions. The percentage of parents willing to allow
the researchers access to their child’s medical in-
formation was low and probably not random.
The methods, by necessity, excluded less-preva-
lent conditions, even though such conditions may
carty a higher risk and may account for substan-
rial rates of disability and death. In addition, the
study did not address the broader public health
functions of child health care we describe above.

Mangione-Smith et al. relied on the written
medical record. The much higher adherence rate
for medication use (which clinicians are more
likely to chart accurately) than for other modes
of care might suggest that the Jower adherence
rates reflect failures in charting rather than in
performance. In addition, the panels developing
the quality criteria did so nearly a decade ago,
and the data reported are from the period 1996
through 2000.

The investigators worked hard to minimize
the effect of potential shortcomings on the valid-
ity of their overzll findings. They used sophis-
ticated statistical methods to adjust for nonre-
sponse. They focused on indicators likely to be
documented in medical records. The consistency
of the findings and the care with which the study
was done overall indicate that the general obser-
vations are indeed valid. Although one could
challenge the precise 46.5% value for the per-
centage of overall care delivered, one cannot
avoid the main observation that there exists a
yawning chasm in the quality of health care pro-
vided to children.

The prevalent view of children’s health care is
that problems related to quality occur much less
often than in other fields. The dramatic improve-
ments in outcomes — the near-elimination of
many vaccine-preventable illnesses and vast im-
provements in the survival of children with se-
yvere conditions such as cancer or congenital heart
disease — perhaps have lulled us into the belief
that all is well. But these new data, together with
those from many other studies across both in-
patient and outpatient settings, male it clear that
problems with the quality of children’s care are

as severe as those occurring elsewhere in our
health care systen:.®?

Improvement of the performance of the chil-
drer’s health care system will require systemwide
change; entreaties to hard-working and deeply
caring pediatricians, family physicians, nurses,
and hospital staff to work harder and care [more
will not succeed by themselves. Effecting change
will require leadership across all levels and sys-
tems involved in children’s health care and a
wholehearted commitment by those who deliver
care, pay for care, and receive care. Leaders must
recognize that the current system does not meet
children’s needs and must take action.

A complete application to pediatric care of the
approaches outhined by the Institute of Medicine
in its report Crossing the Qualify Chasm,* which are
increasingly applied by Medicare and other agen-
cies, might begin to address the glaring deficien-
cies noted by Mangione-Smith et al. These ap-
proaches include a systematic focus on patients
with chronic conditions, the effective application
of health information technology, an emphasis
on patient-centered and family-centered care, or-
ganizational transparency and improved capabil-
ity, and the more appropriate alignment of in-
centives coupled with the use of valid quality
measures. Publicly financed insurers and health
plaps for children have given much less attention
to quality than has Medicare — in large part
because Medicaid and the State Children’s Health
Insurance Program (SCHID) are joint federal-
state programs. Indeed, states have been highly
reluctant to consider using common health care
standards in the Medicaid and SCHIP programs.
SCHIP is currently up for renewal; fortunately,
some of the recent bills call for enhanced ef-
forts toward quality of care in SCHIP and com-
panion Medicaid programs.** These proposals in-
clude the development of common MEASULES;
support for children’s health care information
techrnology; and execution of demonstration proj-
ects addressing obesity and.the medical home.

This concerted effort is necessary but not suf-
ficient to address the broader context and role
of children’s health care and to address the most
pressing challenges of diagnosis and treatment
— such as for obesity, mental health, and dis-
parities in access to care. Even more innovation
is needed in new models of care and in the sub-
stantive redesign of the organization, human re-
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sources, finance, and delivery of health services
underlying the children's health care system,12:
Although these strategies extend far beyond the
data in the article by Mangione-Smith et al,, the
data themselves may provide a clarion call for

action.
No potential conflict of interest relevant to this article was ro-
ported,

From the Department of Pediatrics, Marvard Medicsl School
{L.M.P., CJ.H): MassGeneral Hospita! for Children and the
Massachusetts General Hospital Center for Child and Adolescent
Health Policy (1.M.P) —both in Boston; and the National Initiative
for Children’s Healthcare Quality, Cambridge, MA (CJHL

1. Perrin JM, Bloom SR, Gortmaker SL. The increase of child-
hood chronic conditions in the United States, JAMA 2007;297,
2755-9,

2. Smith LA, Oyeku SO, Homer C, Zuckerman B. Sickle cell dis-
©2se: a question of equity and quality. Pediatrics 2006;1171763.
70,

3. Forrest CB, Simpson I, Clancy C. Child health services re-
search: challenges and Opportunities. JAMA 1997,277:1787-93.
4 Mangione-$mith R, DeCristofaro AH, Setodii CM, et al. The
quality of ambulatory care defivered to children in the Unjteg
States. N Engl 7 Med 2007;357:1515.23,

5. Kaushal R, Rates Dw, Landrigan C, et a). Medication errorg
and zdverse drug events in pediatric inpatients, JAMA 2001;285;
2114-20,

6. Kaushal R, Goldmann DA, Keohane C4, et al. Adverse drug
events in pediatric outpatients. Ambu] Pediarr 2007:7:383-9,

7. Shazek PJ, Horbar JB, Mason W, et al, Adverse events in the
meonatal intensive care unit: development, testing, and findings
of an NICU-focused trigger tonl to identify karm in Noxth Amer-
ican NICUSs, Pediatrics 2006;118:1332-40.

8. Dellack MM, Cuerdon TT, Patel KM, Ruttimann UE, Getson
PR, Levetown M, Impact of quality-ofcare factors on pediatric
intensive eare unit mortality, JAMA 1994,272.941.6,

8. Leatherman 8, McCarthy D, Quality of care for children and
adolescents: a charthoolk. New York: Commonwealth Fund, April
2604,

10. Committee on Quality Health Care in America, Crossing the
quality ckasm: 2 new health system for the 215t century, Waghe
ingtor, DC: National Academy Press, 2001,

11, Simpson L, Fairbrother G, Hale 8, Homer ¢, Reauthorizing
SCHIP: opportunities for promoting effective health coverage
and high-quality care for children and adolescents, New York:

lication no, 1051} (Accessed September 20, 2007, at herp:ffwww,
commonweaithfund.org,'puincations.'publicationsmshow.htm?
doc_id=514972,)

12. Halfon N, DuPlessis H, Inicelas M. Transforming the U.s,
child health system. Health AFF {(Millwood) 2007:26:315-30,

13, Bergman DA, Plsek D, Saunders M. 4 high-performing Sys-
tem for well-child care; avision for the futyre, New York: Com-
monwealth Pund, Octaber 2005, (Commonwealth Fung publi-
cation no, 959,) {Accessed September 20, 2007, a¢ http:ffwrww,
commouwea}thfund.orglpuincationslpublications._show.htm?
docmid=41?059#areaCitationJ

Copyright @ 2007 Massachusetis Medical Society.

N ENGL ) MED 357,15 WWW.NEJM.ORG  oCTORER ", 2007

Downloaded from www.nejm.org on February 22, 2

0

08 . For personal use only. No other uses without permission,

Copyright © 2007 Massachusetts 'Medical Saciety. All rights reserved.

1551




March 2001

INSTITUTE OF MEDICINE

CROSSING THE QUALITY CHASM:
ANEW HEALTH SYSTEM FOR THE 21S8T CENTURY

he U.S. health care delivery system
quality medical care to all people. Americans should be able to count

on receiving care that meets their needs and is based on the best scien-
sific knowledge—-yet there is strong evidence that this frequently is not the

Shaping the Future for Health

does not provide consistent, high-

case. Health care harms patients t00 frequently and routinely fails to deliver
its potential benefits. Indeed, between the health care that we now have and
the health care that we could have lies not just a gap, but a chasm.

A number of factors have combined to create this chasm. Medical sci-
ence and technology have advanced at an unprecedented rate during the past
half-century. In tandem has come growing complexity of health care, which
today 18 characterized by more to know, more to do, more to manage, more 10
watch, and more people involved than ever before. Faced with such rapid
changes, the nation’s health care delivery system has fallen far short in its

ability to translate knowledge into practice and to apply new technology
safely and appropriately. And if the system cannot consistently deliver to-
day’s science and technology, it is even less prepared to respond to the €X-
traordinary advances that surely will emerge during the coming decades.

death. But today’s health system remains

ogy, and with this aging population comes an increase in the incidence and
prevalence of chronic conditions. Such conditions, including heart disease,
diabetes, and asthma, are now the leading cause of illness, disability, and _

Faced with such
rapid changes, the
nation’s heaith cal

; : delivery system hi
The public’s health care needs have changed as well. Americans are  fallen far shortin|

living longer, due at least in part to advances in medical science and technol-  ability to translate

knowledge into

practice and to af
ply new technolo
safely and appro:

overly devoted t0 dealing with

acute, episodic care needs. There is a dearth of clinical programs with the priately.
multidisciplinary infrastructure required to provide the full complement of
services needed by people with common chronic conditions.

The health care delivery system also is poorly organized to meet the

challenges at hand. The delivery of care often 1 overly complex and uncoor-
dinated, requiring steps and patient «pandoffs” that slow down care and de-
crease rather than improve safety. These cumbersome processes waste 1e-

sources; leave unaccountable voids in coverage, lead to loss of information;
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REDESIGN IMPERATIVES: Six CHALLENGES
Reengineereq care processes

Effective use of information technologies
Knowledge and skills management
Development of effective teams
Coordination of care across patient.
conditions, services, sites of care over time

and fail to build on the strengths of
all health professionals involved to
ensure that care ig appropriate,
timely, and safe. Organizationa]
problems are particularly apparent
regarding chronjce conditions. The
fact that more than 40 percent of
people with chronic conditions have
more than one such condition
argues strongly for more
sophisticated mechanisms to
coordinate care, Yet health care
Organizations, hospitals, and
physician Ioups typically operate
as separate “silos,” acting without
the benefit of complete information
about the patient’s condition,
medical history, services provided
in other settings, or medications
provided by other cliniciang,
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Making change possible,
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national statement of purpose for the health care system as a whole. In making
this commitment, the parties would accept as their explicit purpose “to continually
reduce the burden of illness, injury, and disability, and to improve the health and
functioning of the people of the United States.” The parties also would adopt a
shared vision of six specific aims for improvement. These aims are built around
the core need for health care to be: :

o Safe: avoiding injuries to patients from the care that is intended to help
them.

e Effective: providing services based on scientific knowledge to all who
could benefit, and refraining from providing services to those not Jikely to benefit.

o Patient-centered: providing care that is respectful of and responsive 0 n-
dividual patient preferences, needs, and values, and ensuring that patient values
guide all clinical decisions.

o Timely: reducing waits and sometimes harmful delays for both those who
receive and those who give care.

o Efficient: avoiding waste, including waste of equipment, supplies, ideas,
and energy.

e Equitable: providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic location, and socioeconomic
status.

A health care system that achieves major gains in these six areas would be
far better at meeting patient needs. Patients would experience care that is safer,
mote reliable, more responsive to their needs, more integrated, and more available,
and they could count on receiving the full array of preventive, acute, and chronic
services that are likely to prove beneficial. Clinicians and other health workers also
would benefit through their increased satisfaction at being better able to do their
jobs and thereby bring improved health, greater longevity, less pain and suffering,
and increased personal productivity to those who receive their care.

Ten Rules for Redesign

To help in achieving these improvement aims, the committee deemed that it
would be neither useful nor possible to specify a blueprint for 21st-century health
care delivery systems. Imagination abounds at all levels, and all promising routes
for innovation should be encouraged. At the same time, the committee formu-
lated a set of ten simple rules, or general principles, to inform efforts to redesign
the health system. These rules are:

1. Care is based on continuous healing relationships. Patients should re-
ceive care whenever they need it and in many forms, not just face-to-face visits.
This implies that the health care system must be responsive at all times, and ac-
coss to care should be provided over the Internet, by telephone, and by other
means in addition to in-person visits.

2. Care is customized according to patient needs and values. The system
should be designed to meet the most common types of needs, but should have the
capability to respond to individual patient choices and preferences.

3. The patient is the source of control. Patients should be given the nec-
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essary information and opportunity to exercise the degree of control they choose
over health care decisions that affect them. The system should be able to accom-
modate differences in patient preferences and encourage shared decision making.

4. Knowledge is shared and information flows Jreely. Patients should
have unfettered access to thejr own medical information and to clinical knowl-
edge. Clinicians and patients should communicate effectively and share informa-
tion.

3. Decision making is evidence-based. Patients should receive care based
on the best available scientific knowledge. Care should not vary illogically from
clinician to clinician or from place to place.

6. Safety is a system property. Patients should be safe from Injury caused
by the care system. Reducing rigk and ensuring safety require greater attention to
Systems that help prevent and mitigate errors.

1. Transparency is necessary. The system should make available to pa-
tients and their families information that enables them to make informed decisions

among alternative treatments. This should include information describing the
system’s performance on safety, evidence-based practice, and patient satisfaction.
‘ 8. Needs are anticipated. The system should anticipate patient needs,

rather than simply react to events.

9. Waste is continuously decreased The system should not waste re-
sources or patient time.

10. Cooperation among clinicians is g priority. Clinicians and institutions
should actively collaborate and communicate to ensure an appropriate exchange
of information and coordination of care.

Taking the First Steps

To initiate the process of change, Congress should establish a Health Care Quality
Innovation Fund--roughly $1 billion for use over three to five years to help pro-
duce a public-domain portfolio of programs, tools, and technologies of wide-
spread applicability, and to help communicate the need for rapid and significant
change throughout the health System. Some of the projects funded should be tar-
geted at achieving the six aims of improvement.

The committee also calls for immediate attention on developing care proc-
esses for the common health conditions, most of them chronic; that afflict great




Changing the Environment

Redesigning the health care delivery system also will require changing the struc-
tures and processes of the environment in which health professionals and organi-
zations function. Such changes need to occur in four main areas:

o Applying evidence to health care delivery. Scientific knowledge about
best care is not applied systematically or expeditiously to clinical practice. It now
takes an average of 17 years for new knowledge generated by randomized con-
trolled trails to be incorporated into practice, and even then application is highly
uneven. The committee therefore recommends that the Department of Health and
Human Services establish a comprehensive program aimed at making scientific
evidence more useful and more accessible to clinicians and patients.

It is critical that leadership from the private sector, both professional and
other health care leaders and consumer representatives, be involved in all aspects
of this effort to ensure its applicability and acceptability to clinicians and patients.
The infrastructure developed through this public-private partnership should focus
initially on priority conditions. Efforts should include analysis and synthesis of
the medical evidence, delineation of specific practice guidelines, identification of
best practices in the design of care processes, dissemination of the evidence and
guidelines to the professional communities and the general public, development
of support tools to help clinicians and patients in applying evidence and making
decisions, establishment of goals for improvement in care processes and out-
comes, and development of measures for assessing quality of care.

o Using information technology. Information technology, including the
Internet, holds enormous potential for transforming the health care delivery sys-
tem, which today remains relatively untouched by the revolution that has swept
nearly every other aspect of society. Central to many information technology ap-
plications is the automation of patient-specific clinical information. Such infor-
mation typically is dispersed in a collection of paper records, which often are
poorly organized, illegible, and not easy to retrieve, making it nearly impossible
to manage various illnesses, especially chronic conditions, that require frequent
monitoring and ongoing patient support. Many patients also could have their
needs met more quickly and at a lower cost if they could communicate with health
professionals through e-mail. In addition, the use of automated systems for or-
dering medications can reduce errors in prescribing and dosing drugs, and com-
puterized reminders can help both patients and clinicians identify needed services.

The challenges of applying information technology should not be under-
estimated, however. Health care is undoubtedly one of the most, if not the most,
complex sectors of the economy. Sizable capital investments and multiyear
commitments to building systems will be needed. Widespread adoption of many
information technology applications also will require behavioral adaptations on
the part of large numbers of clinicians, organizations, and patients. Thus, the
committee calls for a nationwide commitment of all stakeholders to building an
information infrastructure to support health care delivery, consumer health, qual-
ity measurement and improvement, public accountability, clinical and health
services research, and clinical education. This commitment should lead to the
elimination of most handwritten clinical data by the end of the decade.
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* Aligning payment policies with quality improvement. Although pay-
ment is not the only factor that influences provider and patient behavior, it is an
important one. The committee calls for all purchasers, both public and private, to
carefully reexamine their payment policies to remove barriers that impede quality
improvement and build in stronger incentives for quality enhancement. Clinicians
should be adequately compensated for taking good care of al] types of patients,
neither gaining nor losing financially for caring for sicker patients or those with
more complicated conditions. Payment methods also should provide an opportu-
nity for providers to share in the benefits of quality improvement, provide an op-

between clinicians and patients; and bundled payments for priority conditions,
* Preparing the workforce. Health care is not just another service in-
dustry. Its fundamental nature is characterized by people taking care of other

derestimated.
Three approaches can be taken to support the workforce in this transition.
One approach is to redesign the way health professionals are trained to emphasize
the six aims for improvement, which will mean placing more stress on teaching
evidence-based practice and providing more opportunities for interdisciplinary
d is to modify the ways in which health professionals are regu-

No Better Time

Now is the right time to begin work on reinventing the nation’s health care deliv-
€ry system. Technological advances are making it possible to accomplish things
today that were impossible only a few years ago. Health professionals and or-
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ganizations, policy makers, and patients are becorning all too painfully aware of
the shortcomings of the nation’s current systerm and of the importance of finding
radically new and befter approaches to meeting the health care needs of all
Americans. Although Crossing the Quality Chasm does not offer a simple pre-

scription—-there is none--it does provide a vision of what is possible and the path
that can be taken. It will not be an easy road, but it will be most worthwhile.

w0 e B

For More Information...

Copies of Crossing the Quality Chasm: A New Health System for the 21st Century are
availabte for sale from the National Acadeny Press; call (800) 604-6242 or (202) 334-
3313 (in the Washington metropolitan area), oF visit the NAP home page at
www.nap.edu. The full text of this report is available at
http:wavv.nap.edufbooks!0309072808!htmll

Support for this project was provided by: the Institute of Medicine; the National Research
Council; The Robert Wood Johnson Foundation; the California Health Care Foundation;
the Commonwealth Fund; and the Department of Health and Human Services’ Health
Care Finance Administration, Public Health Service, and Agency for Healthcare Re-
search and Quality. The views presented in this report are those of the Institute of Medi-
cine Comumittee on the Quality of Health Care in America and are not necessarily those
of the funding agencies. ,

The Institute of Medicine is & private, nonprofit organization that provides health policy
advice under 2 congressional charter granted to the National Acadenty of Sciences. For
more information about the Institute of Medicine, visit the {OM home page 3t

www.iom.edu.
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